INTRODUCTION
In 2013, the Mental Health Commission of Canada released a report titled 'Making the case for investing in mental health in Canada', in which they claim that the economic cost of mental illness is $50 billion annually (2.8% of the gross domestic product), and will swell to $306 billion in 2041 if aggressive prevention/intervention strategies are not employed. Yet, the report is focused almost exclusively on mental disorders and not health per se. On this account, if we want to improve health, we need to focus on health. Such is the focus for many scholars who argue that public health needs to concentrate less on illness and disease and more on health and wellbeing.
Keyes, for one, contends that positive mental health encompasses subjective wellbeing, and is categorized into three components-emotional, psychological and social wellbeing (Keyes, 2002) . Emotional wellbeing is based on personal feelings of self, such as presence of positive affect, absence of negative affect and an overall satisfaction with life. Psychological and social wellbeing, however, move beyond the hedonic characteristics of emotional wellbeing to include positive functioning and the eudemonic aspects of wellbeing. Ryff identifies theon five dimensions: social integration, social acceptance, social contribution, social coherence and social actualization (Keyes, 1998) . Although these individual aspects of wellbeing can be assessed independent of each other, collectively they form the operational definition of positive mental health (see Peter et al., 2011 for a more detailed description of each dimension).
Keyes also argues that mental health and mental illness do not exist along a single continuum whereby individuals who do not exhibit a mental illness are de facto healthy (Keyes, 2002) . Instead, Keyes suggests that mental health and mental illness ought to be considered within a dual-continua model: a mental illness continuum and a mental health continuum (Keyes, 2002) . Such a paradigm appreciates that an individual may be mentally ill (i.e. suffer from a mood, anxiety or a substance abuse disorder), but not necessarily mentally healthy (i.e. have low levels of emotional, psychological or social wellbeing), and vice versa. Research on the dual continua model has confirmed that although there is a significant inverse relationship between health and illness, they are not parallel concepts (Keyes et al., 2008; Peter et al., 2011; Gilmour, 2014; Karas et al., 2014) . Research also shows, for example, that adults with higher levels of positive mental health miss less days of work, have lower overall healthcare costs and experience fewer physical health problems (Keyes and Grzywacz, 2005) .
Overall, research in the area of positive mental health is less abundant than studies whose focus is primarily on mental health disorder and illness. This is especially the case among gay, lesbian and bisexual (LGB) populations where the vast majority of the focus has been on negative mental health indicators, such as depression/depressive symptoms, anxiety, suicidality and stress (King et al., 2008; Bostwick et al., 2010; Pakula and Shoveller, 2013) . In an American national sample, for instance, Bostwick and colleagues (Bostwick et al., 2010) found that LGB individuals were significantly more likely to report lifetime depression or anxiety disorders than heterosexual respondents. In a meta-analysis of data on the 12-month prevalence of any anxiety disorder, King et al. calculated a pooled risk ratio of 1.54 (CI 95 ¼1.23, 1.92) for LGB people overall, compared to heterosexual individuals, and 1.88 (CI 95 ¼1.25, 2.83) for sexual minority males with little heterogeneity between studies (King et al., 2008) . For any substance use disorder, the same systematic review found that LGB women were at a higher risk 3.42 (CI 95 ¼1.97, 5.92) than heterosexual women, and sexual minority men (RR ¼ 1.25, CI 95 ¼0.90, 1.75), compared to heterosexual men. It has also been argued that LGB individuals (especially youth) are at a greater likelihood to engage in suicidal behavior (Swannell et al., 2016) .
Many scholars posit that the greater likelihood for suicidality, as well as other mental health disparities, is the result of the adverse effects of prejudice and discrimination-both institutional and interpersonal (Hatzenbuehler et al., 2009; Bostwick et al., 2014) . For instance, Smalley and colleagues conducted a disaggregated analysis of gender and sexual minority adults in the USA and found that, among female participants, transgender women were the most likely to experience severe depression, anxiety and stress, followed by bisexuals, and lesbians, which they argue provides support for theories of a social stigma hierarchy (Weiss, 2003; Balsam and Mohr, 2007; Norton and Herek, 2013 )-namely with transgender individuals experiencing the most social stigma, followed by bisexuals and then gays and lesbians (Smalley et al., 2016) . A similar pattern emerged in their male-only sample, although the difference was not statistically significant between bisexual males and gay men.
A smaller body of research has investigated positive mental health (which is often conceptualized as wellbeing) among sexual minority populations, and has shown that 'thriving is possible' [(Dickinson and Adams, 2014), p. 117] . Some research has found that being LGB may actually contribute to greater wellbeing. For instance, using a grounded theory qualitative approach, Riggle and colleagues found 11 inter-related themes that reflected the positive ways being LGB enhanced their wellbeing (Riggle et al., 2008) . These include: belonging to a community, establishing families of choice, emerging strong connections with others, acting as positive role models, understanding empathy and compassion, living authentically, expanding personal insight and sense of self, participation in social justice and activism, freedom from gender-specific roles, examining sexuality and relationships, and (for lesbian respondents only) appreciating egalitarian relationships. In particular, research has found that a strong sense of belonging among LGB people produces a kind of solidarity, which is necessary in order to manage minority stress and social discrimination (Meyer, 2003; Fingerhut et al., 2005) . For example, Fingerhut and colleagues found that there was a positive association between gay identity and life satisfaction among a convenience sample of lesbians from California (Fingerhut et al., 2005) . In a qualitative study of sexual minority adults, Dickinson and Adams found that participants described belonging to an LGB community as an important source of positive mental health and wellbeing (Dickinson and Adams, 2014) . Regardless of feeling a strong sense of community, research has shown that social support is an important factor for individual wellbeing (Cohen et al., 2000) , which is no different for LGB individuals (Dickinson and Adams, 2014) . For example, Spencer and Patrick found that social support was significantly associated with higher self-esteem, and was also inversely correlated with depressive symptoms among a sample of LGB young adults (Spencer and Patrick, 2009 ). Finally, subjective assessments such as whether mental health care needs are being met have been shown to have an inverse effect on mental health among sexual minority individuals (Adams et al., 2013) .
Despite the growing focus on the mental health and wellbeing of sexual minorities, no population-level data, using probability-sampling methods, have examined the impact of positive mental health, as operationalized by Keyes, on sexual minority individuals. For example, while Riggle and colleagues examined positive mental health among a sample of LGB adults, their nonprobability sampling frame was based on an email invitation to a variety of sexual minority organizations, of which 553 responded (Riggle et al., 2008) . In addition, Riggle et al. analyzed data from an American national study of midlife LGB individuals using psychological wellbeing as their outcome measure (Riggle et al., 2009) . They found that identifying as a sexual minority was correlated with lower levels of wellbeing, especially among female respondents and those who had experienced frequent discrimination. Their study, however, did not use the complete definition of positive mental health (i.e. encapsulating emotional, psychological and social wellbeing), nor did they provide analyses on separate sexual minority groups, and their sample only included older LGB respondents. Given the limitations of these previous studies, the following research questions inform this work:
1. Compared to heterosexual individuals, do sexual minorities across all disaggregated categories have lower levels of positive mental health and higher levels of mental disorder? 2. What predictors influence positive mental health, and are there similarities and differences when individuals are separated according to sexual orientation and respondent sex? 3. What, if any, predictors moderate the relationship with positive mental health among sexual minority men and women?
SAMPLE
The sample is from the Canadian Community Health Survey (Mental Health) (CCHS-MH) conducted by Statistics Canada in 2012. The CCHS-MH was a crosssectional survey based on a national probability sample of Canadians across all 10 provinces. Excluded from the sampling frame are individuals from the Northern Territories, as well as those living on/in Indian Reservations, Crown lands, institutions and full-time members of the Armed Forces, which is an estimated 3% of the target population. The in-person response rate was 86.3%, where 87% was based on the computer-aided personal interviewing data collection method. Although the CCHS-MH surveyed Canadians aged 15 years and older, the question on sexual orientation was asked only of respondents over the age of 18. As such, all minors were excluded from the sample. The final sample is thus based on 25 113 adults. Statistics Canada requires all data to be weighted, which is necessary when computing statistical estimates to the larger Canadian population. In accordance with their policy, the individual-level weighting algorithm (computed and included in the dataset) was applied. Demographic information of the final weighted sample is as follows: 50.9% female; 77% white; 19.6% racialized (non-indigenous); and 3.4% First Nations, Métis or Inuit; with an average age of 45.65 years. In total, 2.1% of respondents identified as being LGB, thereby 97.9% reported being heterosexual.
MEASURES
In an attempt to minimize data analysis error, Statistics Canada includes a large number of derived variables for the CCHS-MH dataset. With the exception of the individual item demographic variables, this study is based on derived measures, and all continuous measures were mean centered (except age and income). Summary statistics for all variables, split by sexual identity and sex, can be found in Table 1 .
Sexual orientation
The CCHS-MH measured sexual identity by asking respondents whether they considered themselves to be: heterosexual (i.e. sexual relations with people of the opposite sex), homosexual/gay or lesbian (i.e. sexual relations with people of their own sex) or bisexual (i.e. sexual relations with people of both sexes). The selfidentification of sexual orientation was further split by respondent sex (i.e. male or female).
Positive mental health
Based on Keyes Mental Health Continuum-Short Form (MHC-SF), 14 variables were computed to form a positive mental health index, and was then standardized (i.e. a mean of 0 and a standard deviation of 1) in order to aid in interpretation (Keyes, 2006) . According to Keyes, measurement of positive mental health can be achieved through a categorical or a continuous assessment; however, as one consequence of categorizing a quantitative measure is its loss of statistical power (Aiken and West, 1991) , this study is based only on the continuous assessment of mental health (Keyes, 2002 (Keyes, , 2006 .
Psychiatric disorder
Diagnostic interviews based on the World Mental Health-Composite International Diagnostic Interview (WMH-CIDI) were used to assess the presence of a mental disorder. The WMH-CIDI is a well-known instrument, which is used widely in research (Kessler and Ustun, 2004) . The following four binary variables were created: any substance use disorder (SUD), any mood disorder (AMD), generalized anxiety disorder (GAD) and any selected mental health disorder (MHD). For all measures the presence of the disorder in the past year represents the higher value.
Distress
The Kessler Psychological Distress Scale (K10) is a 10-item index aimed to assess anxiety and depressive symptoms over a 4-week period. Due to the substantial divergence from normality and other parametric assumptions, a base-10 logarithmic transformation was applied.
Suicidal behavior
The suicidal behavior index (SBI) was based on a 'yes' count of the following six variables: suicide ideation, a plan for suicide, and suicide attempt for the past 12 months and then again for lifetime. As most individuals did not report suicidal behavior, the measure was transformed using a logarithmic transformation, which adequately corrected for these parametric deficiencies.
Perceived need for care
A series of questions asked respondents about the help they received, or thought they needed, for problems with their emotions, mental health, or use of alcohol or drugs. Using the measure derived by Statistics Canada, the following discrete dummy variables were created: care met (CM), care not met and care not needed (CNN)-the latter of which is used as the referent category.
Social provisions
In order to measure the degree to which social relationships provide various aspects of social support, 10 Standard deviation in parentheses; perceived need for care is not reported due to low sample breakdowns among sexual minority respondents, and thus were not released from Statistics Canada.
questions were derived from the social provisions scale (SPS) (Cutrona and Russell, 1987) , which were individually based on a 4-point Likert agreement scale. Examples of questions include having someone to talk to about important decisions, and having people to count on in an emergency.
Sense of belonging
One question was used to measure sense of belonging to one's local community (SBLC), which was recoded from a 4-point Likert scale (very weak to very strong) and dichotomized, where 1 corresponds to strong attachment. Demographic control variables included age in years, annual household income (capped at $300 000 to reduce outliers, and guard against problems with skew and kurtosis) and ethnic identity, which was divided into the following three groups: First Nations/Métis/Inuit (FNMI) status, racialized status that is not FNMI and white.
ANALYTIC PROCEDURES
All data analysis took place in a regional, securitycontrolled, lab run by Statistics Canada. Bivariate analyses were conducted in order to identify levels of positive mental health according to sexual identity group. Multivariate regression was used to assess the effects of the aforementioned predictor measures on positive mental health, all of which were adjusted for age, income, FNMI and racialized status. Given that the data are weighted to reflect the adult Canadian population, effect sizes by way of beta coefficients are used to assess the 'practical significance' of the results (Kirk, 1996) instead of probability-based inferential testing methods where even an extremely small difference will be statistically significant. Beta coefficients have been standardized so that their variances are equal to one, and therefore represent how many standard deviations the outcome variable (i.e. MHC-SF) will increase/decrease per a standard deviation change in the predictor measure. According to Nieminen and colleagues, beta coefficients can be used as an effect size estimate (Nieminen et al., 2013) . In addition, Keith itemizes the effect size of standardized coefficients within social science research as follows: <0.05 too small to interpret, !0.05 small but meaningful, !0.10 moderate and !0.25 as large (Keith, 2006) . One problem with using standardized coefficients to report effect size is that, unless groups have equal number of persons and the same marginal distributions, the maximum achievable effect size correlation between them cannot equal 61.00 (Nunnally, 1978; McDonald, 1999) . In fact, it is usually significantly less than 61.00; as such, it is necessary to interpret an effect size only in relation to the other predictors within each sexual orientation and respondent sex grouping (Breaugh, 2003) . Finally, multiplicative interaction terms were used to assess for moderating effects with unstandardized coefficients being used as a way to plot important findings. Table 1 presents the weighted sample divided by sexual orientation and sex. Overall, sexual minority individuals reported lower levels of positive mental health (MHC-SF), and higher rates of mental illness (GAD, SUD, AMD and MHD) than heterosexual Canadians. Specifically, lesbians and bisexuals (both male and female) recorded the lowest rates on positive mental health. In terms of mental illness, lesbians, bisexual females and gay males had the highest prevalence of a GAD, lesbians and bisexual females were more likely to have a mood disorder (AMD), and bisexual men and women as well as gay males recorded the highest incidences of a substance use disorder (SUD). When all disorders were combined, bisexual females were the most likely group to report having a mental health disorder in the past year (MHD).
RESULTS
Results of the regression analyses with positive mental health as the outcome measure are presented in Table 2 . After adjusting for socio-demographics, there were some important similarities and differences between the sex/sexual identity groups. In terms of similarities, the K10 psychological distress index was a strong predictor of lower positive mental health across all groups, with the highest coefficient being among lesbians (b ¼ À0.428), and the lowest among bisexual females (b ¼ À0.229). Across all sexual orientation groupings, the SPS had a moderate-to-strong influence on positive mental health, especially among bisexual males (b ¼ À0.474) and gay men (b ¼ À0.326). Finally, there was a modest-to-strong association between sense of belonging to one's community (SBLC) and positive mental health for all the disaggregated groups, but the effect was particularly salient for bisexual females (b ¼ 0.282), bisexual males (b ¼ 0.273) and heterosexual males (b ¼ 0.250).
There were key differences in terms of the influence that specific mental illnesses had on the disaggregated groups. For instance, while having a GAD did not exhibit much influence on positive mental health for any group, there was a formidable association between having a GAD and positive mental health among bisexual males (b ¼ À0.141), and an even stronger effect among bisexual females (b ¼ À0.264) and lesbians (b ¼ À0.404). Finally, one puzzling finding is the positive impact having a substance use disorder has on the positive mental health of bisexual males (b ¼ 0.143), even though there was only a nominal negative impact with the other sexual orientation groups.
Even though research has shown a significant relationship between mental health issues and suicidal behavior, in this study only among gay males was there a moderate influence between the SBI and positive mental health (b ¼ À0.190). When using CNN as a reference group, there was a modest effect among bisexual men between CM and MHC-SF (b ¼ À0.111). Put another way, bisexual men who felt that their mental health care needs had been met reported higher levels of positive mental health. However, when individuals did not feel that their mental health care needs were being met (compared to those who did not need care), there were sizeable negative associations with positive mental health for gay men (b ¼ À0.111) and bisexual females (b ¼ À0.193).
R-square, which measures the proportionate reduction of error variance in the regression model when compared to the constant-only (i.e. null model), is used as an indicator of goodness-of-fit. Results in Table 2 suggest that the model fits best for the sexual minority groups, but given the difficulties in predicting human behavior, all variance estimates are considered adequate. Finally, across all sexual orientation groups, residual plots were assessed in order to confirm that the models were correctly specified (not shown).
The final objective is to examine what effect, if any, including multiplicative interaction terms had in predicting positive mental health. As the positive mental health measure was standardized into z-score units, scores over zero represent above average mental health, whereas negative values correspond to below average mental health. Figure 1 portrays the interaction effects for lesbians and bisexual females between having a mental health disorder (MHD) and psychological distress (K10) on positive mental health (MHC-SF). Particularly among lesbians with a mental health disorder the relationship between psychological distress and positive mental health is quite distinct. Put another way, lesbians with a mental health disorder who reported low levels of psychological distress had substantially higher rates of positive mental health, and vice versa. In this regard, particularly for lesbians with a mental health disorder the degree to which they experience psychological distress has a sizeable influence on their positive mental health. Finally, although not shown, the slopes for heterosexual females were very similar to that of bisexual women, which indicate that the moderation between having a mental health disorder and psychological distress is nominal (i.e. the slopes between disorder and no disorder are relatively parallel).
Among male Canadians, although not as pronounced as it was for lesbians, having lower psychological distress among gay and bisexual males with a mental health disorder has a marked influence on their positive mental health (not shown). In fact, for sexual minority males, regardless of whether or not they have a mental health disorder, those with lower distress report above average mental health, whereas those with high distress had below average positive mental health.
DISCUSSION
This study is one of the first to examine what factors influence positive mental health, and whether they were the same across disaggregated sexual orientation and respondent sex groups. Several noteworthy results were found. Each will be elaborated on according to the aforementioned research questions.
Research Question #1-Positive mental health among sexual minorities
Across all groupings, sexual minority Canadians recorded below average levels of positive mental health. Such a finding points to the complexity of the association between sexual identity and positive mental health, and suggests that more research is necessary in order to further examine the interplay of sexual minority status, prejudice/discrimination and positive mental health. In this regard, minority stress theory as conceptualized by Meyer may be useful as an explanatory model, with positive mental health as an outcome measure (Meyer, 1995 (Meyer, , 2003 . Findings based on the first research question also highlight important differences between respondent sex. In particular, lesbian and bisexual females had disproportionately lower positive mental health scores, which is consistent with some research that suggests women, as a group, record lower levels of positive mental health (Keyes, 2002; Keyes and Simoes, 2012) . Other studies, however, have found that females are more likely to have higher levels of positive mental health (Peter et al., 2011; Gilmour, 2014) . Further, research by Dickinson and Adams found that sexual minority women, on average, reported being involved in more activities in order to improve their mental health and wellbeing, compared to men (Dickinson and Adams, 2014) . A deeper analysis of these sex differences and contradictions is unfortunately beyond the scope of this project, but is worthy of future research and exploration.
Results also suggest notable differences within sexual minority groups-most significantly among bisexual adult Canadians and low levels of positive mental health. One explanation is the growing evidence that occurrences of prejudice and discrimination are collectively different for bisexuals than for lesbians and gay men (i.e. the social stigma hierarchy), and perhaps these disparities have an impact on one's positive mental health as well. Research, for instance, has shown that bisexuals often report feeling rejected by the larger LGBTQ community (Kertzer et al., 2009; Herek et al., 2010; Ross et al., 2010; Bostwick et al., 2014) . These findings certainly could explain why bisexuals may have lower levels of social wellbeing, but further research on whether or not such differences exist for emotional and psychological wellbeing is needed in order to develop a more comprehensive understanding as to why bisexual individuals have lower levels of positive mental health.
Research Question #2-Predictors influencing positive mental health
Several predictors were shown to influence positive mental health. In particular, the main effect of psychological distress was a strong indicator across all categories of sexual identity, and with the exception of bisexual males and females it was the most influential predictor of positive mental health. Given that psychological distress, which encapsulates symptoms of anxiety and depression, is part of the mental health spectrum, the results provide support for the hypothesis that there is an association between mental illness and mental health as postulated by Keyes (Keyes, 2002) .
In terms of mental illness, the presence of any mood disorder had a strong inverse effect on positive mental health among lesbians and bisexual females. It had a moderate effect on bisexual males, and little substantive significance on the other groups. Having a GAD did not have much of an impact across any of the sexual orientation/respondent sex groups; however, having a substance use disorder had a moderate effect on positive mental health for bisexual males, but in the wrong theoretical direction. For bisexual males, having a substance use disorder corresponded with an increase in positive mental health, which is confusing and lacking in explanation. Overall, however, this research shows that among sexual minorities many adults are 'languishing'-meaning they have lower levels of emotional, psychological or social wellbeing-but they do not have a clinically diagnosed mental illness.
One possible explanation for the stronger association between psychological distress and positive mental health-over having a mood disorder, for examplemay be due to the robustness of a disorder diagnosis. Mental disorders are characterized by a clinically delineated set of symptoms, which are defined by the Diagnostic and Statistical Manual of Mental Disorders. In this regard, mental disorders have clear diagnostic criteria that must be met in order for an illness to be established. In contrast, psychological distress (K10) is defined by a lower threshold of symptoms of anxiety and depression, which assesses an individual's overall level of psychological strain.
Sociological measures such as social provisions and sense of belonging to one's community were also identified as important factors in the promotion of positive mental health across all disaggregated groups. Social provisions were particularly pronounced for bisexual and gay men. In fact, it was the most influential measure in predicting positive mental health for bisexual males, and was a close second to psychological distress for gay men. Social provisions were less important of a factor for lesbians and bisexual females, although it still had a moderate effect. The strong correlation between social provisions and positive mental health among men has been confirmed in previous studies. For example, Sonnenberg and colleagues found that low social support (using the SPS) was correlated with depression, but more so among men than women (Sonnenberg et al., 2013) . It may be that the need for a small supportive network is even more of a factor for sexual minority men (and to a certain extent lesbian and bisexual women) given they are at a greater risk of experiencing prejudice and discrimination.
Similar to social provisions, sense of belonging to a community was an important protective factor for positive mental health, especially among bisexual men and women. These findings are consistent with previous literature. For example, Fingerhut et al. found that sexual minority respondents who felt more attached to a 'gay community' recorded higher levels of psychological wellbeing, although their operationalization of the outcome measure was based on the Center for Epidemiological Studies-Depression scale (Radloff, 1977) , which is actually a measure of depressive symptoms (Fingerhut et al., 2010) . The importance of sociological measures such as social provisions and sense of belonging to one's community is meaningful because it involves a shift away from neoliberal individual-based explanations, that highlight personal responsibilization, to a focus on the often adverse social conditions that impact the lives of many sexual minorities.
Research Question #3-moderating effects
The robust association between psychological distress and mental disorders has been well established (Payton, 2009; Caron et al., 2012) , but as this study shows they interact in different ways across sexual orientation and gender groups when the outcome measure is positive mental health. Assessing interaction terms are important because a moderating variable can specify the conditions under which a specified predictor is associated with an outcome measure. In this project, the moderator (mental health disorder versus no mental health disorder) helps to explain when and for whom psychological distress (the predictor) is related to positive mental health (the outcome measure). In particular, the steepest slope for the relationship between psychological distress and positive mental health was among lesbians with a mental illness. To this end, it is plausible to hypothesize that distress has a more pronounced impact on positive mental health for lesbians than for bisexual and heterosexual women, especially if there are deeper mental health disorders present.
LIMITATIONS AND STRENGTHS
This study has several limitations and strengths. First, the self-identification of sexual orientation in the CCHS-MH is both singular and narrow in its operational definition, which no doubt has resulted in the underrepresentation of sexual minority individuals. Although it is impossible to determine exactly how these underestimates influence the current associations found, it is likely that the proportion of LGB individuals who are flourishing are over-reported as previous research has shown that self-identification of sexual identity is related to self-acceptance, which is one component of psychological wellbeing (Mohr and Fassinger, 2003; Yadavaia and Hayes, 2012) . Second, in addition to sexual identity, several other measures are subject to social desirability bias, especially mental health disorders. As such, many of these measures may be underestimated. Third, although psychological distress can be a continuing/chronic condition, it can also be a transient state; for example, experiencing elevated anxiety due to an upcoming test or examination. Unfortunately, the single time point of a cross-sectional study such as the CCHS-MH cannot distinguish whether someone with a high psychological distress (K10) score has chronic versus acute distress.
The sizeable, population-based, sample is a major strength of the study. Having such a large sample has enabled a detailed investigation of the predictors of positive mental health among a stratified sample split by sexual minority and respondent sex status, and has provided representative information of these correlations.
CONCLUDING REMARKS
In our current mental health care system, the practice of treatment is analogous to a young person who comes into conflict with the law-attention is on correction and individually based intervention. In a similar way, when someone exhibits enough depressive symptoms, we clinically diagnose him or her with a mood disorder. In both examples, the focus is on correction and treatment by concentrating on a 'wrong' in order to make it 'right'. In a sense, the overarching belief is that we can cure our way out of illness.
Such an approach, however, is counterintuitive to the larger goals of mental health promotion, which instead tend to additionally address factors that seek to enhance positive mental health. As suggested by Dickinson and Adams, mental health promotion, in general, involves 'strengthening individuals (e.g. building life skills, coping strategies and self-esteem to increase emotional resilience), strengthening communities (e.g. increasing social connections, inclusion and participation, and improving environments) and removing structural barriers to mental health (e.g. reducing discrimination and inequalities)' [ (Dickinson and Adams, 2014), p. 124] . To this end, this research shows that when it comes to sexual minorities, attention to these strategies may be lacking, especially in regard to strengthening communities and removing structural barriers. Thus within a mental health promotion framework, it is vital that strategies move beyond focusing solely on self-help and individual treatment options, which also fall into the neo-liberal trap of individual responsibilization. Instead, more attention ought to be on the larger socioeconomic-political determinants of health, especially when it comes to sexual minority Canadians.
